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cell therapy infusion form

recipient





donor

	Name:
	
	
	
	Name/Registry:
	
	

	Medical Record No: 
	
	
	
	Medical Record No/Register No: 
	
	

	Date of Birth:
	
	
	
	
	
	

	
	Affix patient label if available
	
	
	
	Affix patient label if available
	

	Blood Group:
	
	
	
	Blood Group:
	
	


infusion request 
	Transplant Date:
	
	Planned Time:
	
	

	Transplant Centre:
	( (Site)  ( (Site)  ( (Site) ( Other:
	
	Ward/Unit:
	

	Transplant Type:
	( Autologous        ( Related Allogeneic     ( Unrelated Allogeneic

	Product Requested:
	( HPC, Apheresis           ( HPC, Marrow           ( HPC, Cord Blood 

( T Cells                         ( MSC, Marrow           ( Platelets            ( Granulocytes

	Recipient’s Current Weight:
	
	kg

	Cells Requested:
	
	cells/kg
	( CD34   ( CD3   ( MSC   ( TNC   ( Other:
	

	
	
	x106 total number MSC
	


Requesting Doctor 
Name:_______________________________  Signature:____________________________  Date: _________

products supplied

Collection Facility (name & location): ___________________________  or   Donor Registry: ______________

Processed and distributed by (Insert manufacturer name and address)
	Product No
	Collect Date/End Time
	Manipulation
	CD34x106/kg
	CD3x106/kg
	
	Vol (mL)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	TOTAL
	
	
	
	


infusion record


Date of Infusion: ________________  Operator: ________________________
	Product No
	Ward Receipt Time
	Start Time
	Finish Time
	Vol (mL) Infused 
	Label check 1

(sign)
	Label check 2

(sign)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Any adverse events? During infusion and for next 24 hours, or until discharge. 
( No, sign below   ( Yes, record details and sign below
Name:_______________________________ Signature: ________________________  Date: _________


Post Infusion Medical Review: 
Doctor’s Name_______________________________  Signature_______________________ Date: _________

Fax or return copy of completed form to (Insert manufacturer name) (Fax: (Insert manufacturer fax no.))
Author: (Insert author’s name)
Revision: (Insert revision number) 

Owner: (Insert document owner’s name)
Page 1 of 1 Updated Sept 2019
Active Date: (Insert active date)

